3 1. What is known about the topic? It is recognised that innovative approaches are required to tailor mental health programs for hard-to-reach and at-risk population groups. Divisions of General Practice have implemented innovations in the Access to Allied Psychological Services (ATAPS) program for several years.
Torres Strait Islanders, children with mental disorders) and/or use new modalities of service delivery (e.g., telephone-based or web-based CBT). The original ATAPS program is now being referred to as Tier 1 or general ATAPS, and these so-called Tier 2 programs have aimed to tailor services towards the needs of target groups by introducing greater flexibilities in program access, eligibility and service provision (including through new interventions and delivery models). 2 More recently the impetus for ATAPS innovation was underpinned by recommendations of a program review which highlighted four key areas for reform: better addressing service gaps; increasing efficiency; encouraging innovation; and improving quality. 3 
A common definition defines innovation as:
"… the intentional introduction and application within a role, group or organization of ideas, processes, products or procedures, new to the relevant unit of adoption, designed to significantly benefit the individual, the group, organization or wider society." 4 While this definition captures three key characteristics of the innovation concept (i.e., novelty, application, and intended benefit), others have distinguished health care innovations relating to a product (e.g., goods, services, clinical procedures), a process (e.g., delivery method), or a structure (e.g., underpinning infrastructure or business model). 5 Table 1 outlines innovation strategies adopted in the design and delivery of ATAPS Tier 2 in order to tailor the general ATAPS model to the circumstances of hard-to-reach and at-risk population groups.
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These innovation strategies primarily involved the introduction of: (1) new provisional referral pathways (in addition to GP referral); (2) target group specific interventions; (3) new delivery modalities (such as outreach, and telephone-based provision); (4) new flexible session modes (e.g., enabling various configurations of child/ren and or parent/s to be involved in sessions); (5) relaxation of the formal diagnosis requirement; and 6) relaxation of the limit on session numbers for people affected by bushfires and people at risk of self-harm or suicide. Naturally, the design and introduction of program innovations can also have ramifications for program implementation thereby impacting on structural aspects underpinning service delivery such as resourcing, staffing, service policies and partnerships. Program specific operational guidelines (7) and dedicated funding (8) were provided to DGPs to aid the establishment and ongoing operation of new ATAPS services.
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The majority of the innovation strategies were related to the 'process' dimension of innovation (1-7), with some strategies also related to the 'product' (2) (3) (4) and 'structure' (7, 8) dimensions. The extent to which innovation strategies were genuinely novel to DGPs (as the units of adoption) varied largely dependent on the types of programs already provided.
As the primary health care landscape is changing rapidly and DGPs are increasingly called upon to respond to local community needs, we examined the uptake, outcomes and issues associated with the provision of innovative Tier 2 ATAPS. We did this using data from our broader evaluation of ATAPS, which has been described in detail elsewhere. 6
Methods
We undertook a systematic analysis of data from our ongoing national evaluation of the ATAPS program in order to analyse the impact of innovations on ATAPS Tier 2 program uptake, outcomes and issues associated with service provision. Qualitative data from interviews and surveys with 71 DGP project officers and managers involved in selected programs for which data were available including the T-CBT (N=22), Suicide (N=38) and Bushfire (N=11) programs were analysed thematically in order to examine issues associated with service provision. 7 Table 2 outlines the uptake of Tier 2 ATAPS in terms of the number of referrals and sessions of care delivered to consumers of the various target groups. Overall, the data indicate that between April 2008 and June 2011, a total of 9,613 referrals resulted in 41,025 sessions of care being delivered via Tier 2 ATAPS programs, with the number of sessions per program ranging from 324 for the T-CBT program to 12,569 for the Suicide program. The average number of sessions per referral varied slightly between 3.9 for Rural and Remote to 6.5 for the Bushfire program.
Results
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Program Outcomes
Paired t-tests of mean differences in pre-and post-treatment scores were conducted for six outcome measures including the Depression, Anxiety, Stress Scales (DASS), 8 the Edinburgh Post Natal Depression Scale (EPNDS), 9 the Kessler 10 (K10), 10 and the Modified Scale for Suicidal Ideation (MSSI). 11 For all of these measures a positive difference between pre-and post-treatment scores is indicative of improvement. Table 3 demonstrates that Tier 2 ATAPS programs including PND, Suicide and Bushfire produced statistically significant outcomes that were indicative of clinical improvement.
Insert Table 3 about here Table 4 summarises key themes identified by DGP project officers and managers in relation to the provision of innovative Tier 2 ATAPS programs.
Service Provision
Insert Table 4 about here Key implementation challenges encountered by DGPs included: delays in commencement often due to the need to establish necessary operating policies and infrastructure; engagement and training of providers; and broader issues of service coordination. Key implementation facilitators involved: flexible ATAPS guidelines; the availability of funding; the ability to build on the pre-existing ATAPS platform (including a skilled provider base, familiar processes, good relationships with referrers); persistence in service promotion; and effective organisational frameworks for provider support, program targeting and coordination. The data from 19 interviews conducted with DGP project officers towards the completion of the Suicide pilot program indicated that most DGPs had found ways to successfully overcome initial 'teething issues' of implementation as the program matured over time. Nevertheless, DGPs also continued to report some ongoing issues in relation to GP engagement and variable allied health provider satisfaction with the quality of suicide prevention training, perceived by some providers as a barrier to their involvement in the program.
Discussion
Australia's primary health care reform and the move to Medicare Locals mean that there is an onus on DGPs to develop mental health services which are not only effective but targeted and responsive to the needs of local communities. 12 While the general ATAPS (Tier 1) program has always been flexibly operationalised by DGPs vis-à-vis local circumstances, 13 The study was limited by a lack of available data on sub-components of Tier 2 other than those reported; the relatively small proportion of matching pre-and post-treatment outcome data; and a lack of data on the perspectives of consumers and other stakeholders. This is due to the infancy of some of the Tier 2 subcomponents.
Conclusions
Innovative Tier 2 ATAPS programs show promise as a primary mental health care strategy to target hard-toreach and at risk population groups through means that are not available via Tier 1 ATAPS or the Better Access program. Building on the solid Tier 1 ATAPS foundation, relatively simple innovations in mental health program design can have important practical ramifications for service provision, extending program reach and improving mental health outcomes of target populations.
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